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THE SERVICES.

ROYAL NAVY MEDICAL SERVICE.
THE following appointments are notified :-Surgeons :

C. A. G. Phipps to the Vivid, for disposal, and J. A.
Thompson to the Wildfire for disposal.

ROYAL ARMY MEDICAL CORPS.
Colonel W. F. Stevenson, C.B., is granted the temporary

rank of Surgeon-General whilst employed at the Medical
Staff College. Dated Jan. 14th, 1903. Colonel J. L. Notter
retires on retired pay. Dated Jan. 14th, 1903. Major A. A.
Watson having relinquished his temporary commission for
service in South Africa, is granted the honorary rank of

Major in the Army, with permission to wear the uniform of
the corps. Dated Sept. 25th, 1902. Major D. M. Saunders
is appointed Staff Officer to the Principal Medical Officer,
3rd Army Corps, Ireland.
Major A. B. Hinde is posted to the Bombay District,

Captain E. W. P. V. Marriott to the Quetta District, and
Lieutenant A. J. Williamson to the Scinde District. Lieu-
tenant-Colonel T. B. A. Tucker, retired pay, assumes medical
charge of His Majesty’s Prisons at York.

IMPERIAL YEOMANRY (IN SOUTH AFRICA).
28th Battalion : Temporary Captain T. B. McA. Sherwen,

medical officer, resigns his commission and is granted the
honorary rank of Captain in the Army, with permission to
wear the uniform of the corps. Dated Nov. 26th, 1902.

33rd Battalion: Temporary Captain A. F. Kennedy,
medical officer, resigns his commission, and is granted the
honorary rank of Lieutenant in the Army, with permission to
wear the uniform of the corps. Dated Dec. 13th, 1902.

THE HEALTH OF THE RUSSIAN ARMY IN 1899.

From an official report lately published we learn that the
average strength of the Russian army in 1899 was

1,083,287 of all ranks and inclusive of 42,537 commissioned
officers. For the rank and file the death-rate during the
twelvemonth was 4’ 84 per 1000, this being the first time
that it has fallen below 5 per 1000. Among the officers the
mortality was considerably higher, their death-rate being
returned as 6-23 per 1000. As regards the sick-rate a similar
disproportion is observable, that for the men being 310’05
per 1000 of strength and that for the officers 423-8 per 1000.
Only cases of serious disease or injury are included in this
category, no fewer than 2,050,638 slight ailments having
been disposed of out of hospital. If all cases of dis-
ability necessitating absence from duty had been entered
in the hospital records, according to the practice obtaining
in our army, the gick-rate for non-commissioned officers and
men would be 2280’4 per 1000. The loss by invaliding
during the year was at the rate of 24.7 per 1000 of strength,
the actual number of soldiers found unfit for service having
been 25,654. In the order of their frequency the principal
causes that determined invaliding were as follows: (1)
Affections of the pleura and lungs ; (2) herni&aelig; ; (3) diseases
of the ear ; (4) diseases of the nervous system ; (5) eye
affections ; (6) heart affections ; (7) abdominal affections ; 
(8) diseases of the throat ; (9) articular complaints ; and (10)
diseases of the bones. The admissions to hospital were chiefly
due to the following affections, the figures indicating the
number of cases of each affection in 1000 entries from
all causes: (1) Infectious diseases, 121’0 ; (2) pneumonia,
98’3 (3) intermittent fevers, 89’3; (4) general diseases,
79’3; (5) bronchial affections, 51 0 ; (6) venereal diseases,
40’5; (7) diseases of the stomach and bowels, 24 - 3 ; (8)
influenza, 23’8 ; (9) pulmonary tuberculosis, 19’ 8 ; (10)
wounds, 17  8 ; (11) pleurisy, 17’0; (12) affections of
the extremities, 165; (13) throat affections, 14’5; (14)
affections of the circulatory system, 10’ 8 ; (15) affections
of the nervous system, 8’8; (16) anasmia and general
debility, 8’ 2 ; (17) scurvy, 6 - 3 ; (18) urinary affections,
5-5; (19) erysipelas, 3-5 ; (20) sunstroke, 2 - 3. The deaths
from diseases numbered 4629 in all, 64 per cent. being due
to pulmonary tuberculosis and inflammatory affections of
the lungs and pleura. A considerable portion of the report
is devoted to enteric fever, which was responsible for 6639
admissions and 1037 deaths, the mortality being 15’6 and
the invaliding-rate 10-3 per 100 cases. Of late years
energetic measures have been taken to eradicate the disease
from the army, including rigorous cleanliness and disinfec-
tion of cantonments, the isolation of patients, sterilisation of

drinking water, a more judicious system of drill and exercise
for young soldiers, and the interdiction of voluntary labour.
Formerly it was customary to permit the troops to engage in
work on their own account among civilians and it was

believed that in this way they acquired the seeds of the
disorder. In St. Petersburg in 1896 there were 209 cases of
enteric fever among the Guards, but in consequence, as it is
thought, of the new order the number in 1899 fell to 78, and
this notwithstanding the fact that amongst the civil

population there was no corresponding diminution in the
incidence of the disease, but, on the contrary, a marked
increase. Small-pox, although much less common than
it was, is still a regrettable source of sickness and
mortality in the army. In 1899 there were 35 deaths
from it out of 165 cases. 277 cases of a modified form
of the disease were also recorded, two cases being
fatal. Venereal affections, in spite of vigorous repressive
efforts, are still widespread. In the year under report the
sick-rate was 37’ 9 per 1000 of strength ; nine men died and
119 were permanently invalided. Scurvy, too, has not yet
been completely rooted out. In 1899 822 men were affected
by it and 18 died. The disease likewise occasioned a loss of
185 soldiers who had to be invalided. It is by chest
affections, however, that sickness and mortality in the
Russian army are most severely tried. In 1899 a sick-rate
of 39 9 per 1000 and a death-rate of 1-64 per 1000 were due
to this cause which is thought to be in a great measure
remediable.

VITAL STATISTICS OF THE DUTCH NAVY FOR 1900.
The following table shows the sickness and mortality in

the several sections of the Dutch navy during the year
1900 :&mdash;

Out of 1666 recruits for the Dutch navy who were medically
examined at Amsterdam in 1899 no fewer than 848, or

rather more than half, were rejected as being permanently
unfit for the service ; while 181 more, or nearly 11 per cent.,
were remanded as temporarily unfit. In 1900 the correspond-
ing returns were as follows : examined, 1566 ; permanently
unfit, 724 (46 per cent.) ; temporarily unfit, 129 (8 per cent).
A fruitful source of rejection was albuminuria which was
found present in 8’5 per cent. of the total number of recruits
examined in the biennium.

DEATHS IN THE SERVICES.

Surgeon-Major W. Shillito, late Bengal Army, on Jan. 5th,
in his eighty-seventh year.

Surgeon-Lieutenant-Colonel Robert Thomas Alexander
O’Callaghan, F.R.C.S.Irel., of the 1st Flintshire Royal
Engineers (Volunteers), at his residence in Harley-street,
W., on Jan. 12th, in his forty-fifth year. He volunteered for
service with the army in the late war in South Africa and
was attached to the Royal Army Medical Corps with the rank
of major and acted as surgeon-in-chief of the Langman
Hospital (mentioned in despatches, medal with clasps).

THE GERMAN LANDWEHR AND RESERVE.
It may be interesting to some of our military medical

readers to have their attention called to a report by Dr.
Schomburg, a staff surgeon of the German Army, which is
published in the Deutsche Militar&auml;rztliche Zeitung, on the
marching capabilities and endurance of men of the
Landwehr and Reserve as determined by some recent

experimental trials instituted in Germany for that purpose.
NAVAL MEDICAL SUPPLEMENTAL FUND.

At the quarterly meeting of the directors of the Naval
Medical Supplemental Fund, held on Jan. 13th, Sir J. N.
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Dick, K.C.B., being in the chair, the sum of E90 was
distributed among the several applicants.

THE DIRECTOR-GENERAL.
A statement has appeared in the Service press to the effect

that Inspector-General of Hospitals R. W. Coppinger will
succeed Sir Henry J. Norbury, K.C.B., as Director-General
of the Medical Department of the Royal Navy on the retire-
ment of the latter officer in March next. We understand
that it has not yet been definitely decided when Sir Henry
Norbury will retire. In any case the rumour is probably
inaccurate.
The hospital ship Nubia has arrived at Southampton with

more than 400 invalids from South Africa on board.

Correspondence.

THE SURGICAL TREATMENT OF PER-
FORATED TYPHOID ULCER. 

" Audi alteram partem."

To the Editors of THE LANCET.

SIRS,-The report of the discussion on this subject at
the meeting of the Clinical Society of London held on

Dec. 12th appeared in a recent issue of THE LANCET.1 Two

very important points were raised : (1) the difficulty of

diagnosis of perforation having occurred (this was admitted
by several speakers of very large experience) ; and (2) the
frequency of a second ulcer perforating, &c., so that, in spite
of successful suture of one ulcer, death followed the giving
way of the second, which was generally situated very close
to the first.

It may here be said that most frequently both ulcers
have been found in the ileum within two feet, generally
within 12 inches, of the ileo-c&aelig;cal valve, or in the first
part of the ascending colon, just beyond that valve. Occa-

sionally, however, the perforated ulcer, either one or both,
when two give way, is in the descending colon or sigmoid
flexure, as in one of Mr. H. J. Waring’s cases reported at
the same meeting of the Clinical Society.

Dealing with the second point first : in order to avoid the
risks attending another perforation occurring simultaneously
with the first or subsequently to successful suture of the
first, I ventured at the meeting to suggest that in every
case of such suture as a matter of precaution gauze
drainage say for the first 48 hours should be employed.
There need be no appreciable fear of a ventral hernia

resulting from its use. The decided advantages pre-
sented by such drainage would be : 1. The gauze plug
would minimise any risk from leakage from the sutured
ulcer if there were only one. The risk of leakage in

competent hands should, of course, be practically negli-
gible. 2. Other ulcers in the immediate neighbourhood
of that perforated are frequently seen to be so thin
as to be not far from perforation ; the gauze, by
stimulating the formation of plastic lymph, would help
to strengthen the weak spot, directly by the coating of
lymph and indirectly by the formation of adhesions. 
(Compare the use of gauze plugs to cause adhesion of the
liver and other organs to the abdominal wall a few days
prior to incising and draining hydatid cysts, &c.) 3. Should
a second ulcer give way, whether in the neighbourhood of the
sutured one or at a distance from it, the risk of a fatal issue 
from septic peritonitis is diminished by providing a track
for the escape of the toxic products, which otherwise, from
their absorption under pressure, lead to a very rapidly fatal
issue&mdash;sometimes within a few hours of the second
perforation.
The onset of sudden pain and the escape of fcetid gas and

discharge along this track would at once indicate the real 
nature of the condition and the advisability, perhaps, of
enlarging the wound so as to suture the second perforation.
Leaving aside the question whether such an attempt would 
be advisable or successful, if made, the existence of a way 
of escape for the gas and poisonous products from the ’
wound would undoubtedly diminish the risk of a rapidly
fatal termination. ‘

The other suggestion I ventured to make was the use of

1 THE LANCET, Dec. 20th, 1902, p. 1694.

local analgesia (eucaine, 1 in 1000 solution) in those
difficult cases of diagnosis referred to above (1). Where there
is no doubt about the diagnosis most of those present at the
meeting of the Clinical Society seemed to agree as to the
urgent necessity for laparotomy and suture, the risk of shock
from operation and the use of general anaesthesia having to be
accepted as unavoidable. Where there is a difficulty in the
diagnosis of perforation it is obvious that the medical atten-
dant would hesitate to expose his already weakened patient
to the additional shock of a general anaesthetic and opera-
tion. As such hesitation may be, and frequently is, fatal,
Osler, quoted by Dr. E. W. Goodall at the meeting, urges
early exploratory incision in all suspicious cases.
The advantages of using local analgesia will hardly need

demonstration to those who have used eucaine solution

(1 in 1000) in general surgery. 1. There is, or need be, no
pain or shock from beginning to end of exploratory incision,
suture of perforation, and partial closure of wound (gauze
drainage being advocated). 2. The presence of free gas in
the peritoneum, obscuring the liver dulness, for instance,
could be verified and the gas allowed to escape; the exist-
ence of a perforation could then be definitely ascertained and
the rupture closed. 3. The prevention of the rapidly fatal
paralysis of the heart, already weakened by the typhoid

toxins, and referred to at the society’s meeting by Sir Douglas
Powell, from its displacement, the diaphragm being pushed
up owing to the rapid onset of meteorism. This condition
of acute distension of the large intestine is generally
attributed to the associated extraordinary increase in the
numbers of bacillus coli communis.
Under local analgesia the risk of shock from an exploratory

laparotomy is so greatly diminished that it can be reasonably
taken when the patient’s condition would seem to be too

dangerous to think of general anassthe&ia. This being go,
the meteorism might be readily and safely relieved by
inserting a large hollow needle in the distended bowel

exposed and brought to the surface of the laparotomy
wound. This has frequently been done by surgeons for

paralysis of the intestine secondary to complete obstruction,
and much benefit has also followed irrigation of the
alimentary canal with warm saline solution injected through
the hollow needle used for the evacuation of the gas. The
use of this saline, with or without weak formalin or other
antiseptic solutions, by dealing with the cause of the
meteorism would be beneficial in other ways, the hot saline
solution, of course, tending greatly to relieve any shock
present.

There is no doubt that many deaths from perforated
gastric or typhoid ulcers, perforated appendix, &c., might
be prevented by the timely use of an exploratory laparotomy ;
but the medical attendant, unless feeling absolutely con-
vinced of a perforation, hesitates to expose his patient to the
ordeal of such operation, chiefly because of the fear of
shock from the use of general anaesthesia ; naturally, too,
dreading to urge operation unnecessarily, hesitating because
in doubt as to whether perforation has actually occurred.
Too often, alas, such hesitation itself has been fatal. It is
for this reason that I have ventured to amplify my
suggestion at the meeting of the Clinical Society as to the
use of eucaine for exploratory laparotomy in any case where
there is considerable evidence of the existence of perforation
of typhoid or gastric ulcer, &c., yet a difficulty in making
up one’s mind on this all-important point.

I am, Sirs, yours faithfully, 
Harley-street, W. H. J. CURTIS.

THE LOW PHOSPHATES AND UREA IN
THE URINE OF THE TUBERCULOUS.

’ To the Editors of THE LANCET.

SIRS,-Although having only a limited experience of the
method of urinary examination described by Dr. A. W.
Gilchrist in his recent paper on the above subject’ I 
am able to confirm in a way the general conclusions
which he has arrived at. It is to be regretted, however,
that no clinical record of the patients whose urine was
examined by Mr. E. G. Clayton 2 is available ; only
with such information can the relative value of the

conflicting chemical results and theories be arrived at.
The reason why Mr. Clayton reached the conclusion

1 THE LANCET, Nov. 29th, 1902, p. 1456.
2 THE LANCET, Sept. 6th, 1902, p. 656.


